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Scale-upBuilding upon the World Health Organization’s ExpandNet framework, 12 key principles of scale-up have
emerged from the implementation of maternal and newborn health interventions. These principles are illustrat-
ed by three case studies of scale up of high-impact interventions: the Helping Babies Breathe initiative; pre-
service midwifery education in Afghanistan; and advanced distribution of misoprostol for self-administration
at home births to prevent postpartum hemorrhage. Program planners who seek to scale a maternal and/or new-
born health intervention must ensure that: the necessary evidence and mechanisms for local ownership for the
intervention arewell-established; the intervention is as simple and cost-effective as possible; and the implemen-
ters and beneﬁciaries of the intervention are working in tandem to build institutional capacity at all levels and in
consideration of all perspectives.
© 2015 Published by Elsevier Ireland Ltd. on behalf of International Federation of Gynecology andObstetrics. This
is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/3.0/).1. Introduction
As countries push to achieve Millennium Development Goals
(MDGs) 4 and 5, increasing attention is being paid to the equitable
scale-up of proven high-impact interventions for reproductive, mater-
nal, newborn, and child health [1]. Experience has demonstrated that
technical interventions that are known to be effective at a small scale
under tightly controlled conditions cannot naturally be assumed to be
widely adopted and scaled up to cover large segments of the population,
despite scale being essential for population-level impact. Scale-up is
challenging, and it is not always successful.
Over the past 40 years, Jhpiego and its partners have assisted various
countries, through local efforts and global alliances, to achieve some
level of scale-up of maternal and newborn health (MNH) interventions
across the global development spectrum. Substantial scale-up activity
has occurred over the last decade, particularly with support from
USAID via its ﬂagship Maternal and Child Health Integrated Program
(MCHIP), which supported programmatic efforts in MNH in more than
40 countries from 2008 to 2014 [2] and which was led by Jhpiego in
partnership with Save the Children, John Snow, Inc., Program for
Appropriate Technology in Health, ICF International, Populationet, Baltimore, MD 21231, USA.
.
behalf of International Federation ofServices International, Broad Branch Associates, and the Johns Hopkins
University’s Institute for International Programs. While the speciﬁcs of
Jhpiego’s scale-up approach have differed depending on the local
context, experience has allowed it to distill common, practice-based
principles. As a result, Jhpiego now has a more reﬁned and articulable
approach to scale-up that we, as authors representing Jhpiego and part-
ners who haveworked closely with Jhpiego, aim to share for the beneﬁt
of other public health practitioners.
For the purposes of the present article, we derive our deﬁnition of
scale-up from ExpandNet, a community of practice for global public
health practitioners that is focused on developing and promoting best
practices at scale [3]. ExpandNet’s deﬁnition encompasses both the
process and the objective of increasing coverage of an intervention:
“deliberate efforts to increase the impact of health service innovations
successfully tested in pilot or experimental projects so as to beneﬁt
more people and to foster policy and programme development on a
lasting basis” [3]. Progress toward expanding levels of coverage for an
intervention is sometimes termed “horizontal scale-up.” The process
of institutionalizing an intervention at all levels of a local implementing
organization (usually the ministry of health), so that it can manage and
sustain an intervention at a high level of horizontal scale-up, is some-
times termed “vertical scale-up.” After stating the principles of scale-
up that have emerged from our work, wewill describe three illustrative
cases in which Jhpiego’s and its partners’ deliberate efforts to assist
vertical scale-up using these principles have led to successful horizontal
scale-up.Gynecology and Obstetrics. This is an open access article under the CC BY-NC-ND license
A. Actions related to the STRATEGY for scale-up
1. Build evidence and engage in evidence-based advocacy
(globally and nationally)
2. Coordinate/partner with other donors and technical agen-
cies
3. Mobilize resources
4. Promote country ownership by integrating and harmoniz-
ing intervention with current systems
B. Actions related to the INTERVENTION to be scaled up
5. Simplify and standardize intervention
6. Make intervention cheaper (i.e. more cost-effective)
C. Actions related to the IMPLEMENTING ORGANIZATION
AND BENEFICIARIES of the scaled intervention
7. Identify and work with champions
8. Advocate for and develop needed policy/guideline
changes
9. Build capacity of implementing organization(s) for
training, management, and logistics
10. Use data for management, including strengthening
monitoring and evaluation
11. Support institutions, such as pre-service education sites and
professional organizations, that are agents of scale-up
12. Engage and empower clients and communities
Box 1
The 12 principles of scale-up used by Jhpiego and partners.
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There is a large body of literature discussing the variety of frameworks
that have been developed to guide the effort to scale-up health interven-
tions [4–6]. The scale-up principles that Jhpiego and partners have
crystalized for the purposes of their collective implementation efforts in
global MNH are presented in Box 1. These principles are based on the
logic of the ExpandNet framework shown in Fig. 1 [7] but containmodiﬁ-
cations that have been adapted from insights in other frameworks [8–10].
The ExpandNet framework links ﬁve interacting pieces: the
“resource team” (in this case, a group of technical assistance organiza-
tions led by Jhpiego or a partner), works in concert with the “user organi-
zation(s)” (i.e. the ultimate implementer, usually a ministry of health) to
help scale-up an “innovation,” or intervention, through a “scaling-up
strategy”within the relevant “environment,” or context.
Scale-up tends to happen in phases similar to that of product intro-
duction [11], as shown in Fig. 2, beginning with the introduction of an
intervention, during which the intervention is piloted by the resourceFig. 1. ExpandNet framework for scale-up. Reproduced with permission from WHO,
ExpandNet [7].team and health system managers learn the factors necessary for its
successful local application and contextualization. As ministries of
health increase geographic coverage of the intervention, scale-up
moves to an early expansion phase. In this phase, the resource team
works with the ministry of health to identify needs for capacity-
building, and to continue to reﬁne the intervention based on evidence
from pilot experiences. As the ministry of health attains coverage of
national scope, or enters the mature expansion phase, issues of institu-
tionalizing the intervention and maintaining quality and ﬁdelity
become the most crucial considerations.
A common understanding in the process of scale-up, which is implied
in the 12 scale-up principles, is that no organization or agency works in-
dependently or in isolation. In fact, Jhpiego has alwaysworked in an envi-
ronment characterized by the leadership of relevant ministries, alliances
with partners, andmultilateral networks that address the speciﬁc actions
required for expansion of coverage within complex health systems.
The three recent illustrative case examples of the scale-up principles
are outlined in Table 1 and described in further detail below. Each case
involves a keyMNHproblem, and each is in a different phase of scale-up.
2. Managing newborn asphyxia: Ensuring newborn resuscitation
through the Helping Babies Breathe approach
Almost three million newborns die each year, and the majority of
these deaths occur within 24 hours of birth. Globally, 23% of newborn
deaths, or 700 000 annually, are due to birth asphyxia [12]. Thus, birth as-
phyxia has been targeted by the global public health community as a pri-
ority issue. As described in Box 2, Helping Babies Breathe (HBB), a
methodology developed by the American Academy of Pediatrics (AAP)
in 2009 to address birth asphyxia [13], expands upon time-tested clinical
guidelines using simple, focused learning tools and approaches for new-
born resuscitation. This newmethodology and training package has prov-
en instrumental in moving toward effective implementation because of
its emphasis on mastery and consistent application of the initial steps of
resuscitation, which are respiratory support through stimulation and
use of a self-inﬂating bag and mask when necessary. HBB focuses on
prompt resuscitation during the Golden Minute (APP, Elk Grove Village,
IL, USA) after childbirth as an integral component of essential newborn
care (ENC). The HBB approach adheres to a simple assessment and inter-
vention pathway, and development and maintenance of skills through
simulation, using a low-cost, lifelike anatomicmodel, both in the learning
venue and at the workplace. The HBB training package can be used alone
or integrated into existing national trainingmaterials for ENC, emergency
obstetric and newborn care, or integrated management of newborn and
childhood illness. The desired output is to have at least one person who
is skilled in newborn resuscitation at every birth [14].
MCHIP embraced the HBB approach for the management of asphyx-
iated newborns and included it in all of its neonatal programs. Both
directly and as a member of the HBB Global Development Alliance
(GDA), which was established in June 2010, MCHIP worked with
USAID missions, other technical agencies (most signiﬁcantly AAP and
Laerdal Global Health), host country governments, professional associa-
tions, and nongovernmental organizations to facilitate the scale-up of
HBB in 54 countries as of April 2013 [15].
The MCHIP strategy for scaling up proven interventions was to gal-
vanize action at both the global and the country level. MCHIP’s direct
support for implementation included: regional training of trainers in
Asia and Africa; partnership with AAP for development of an HBB train-
ing video and implementation guide; in-country mentorship through a
variety of GDA members; and HBB website maintenance. MCHIP’s
breadth allowed cost efﬁciencies, such as the waiver of copyright fees
and access to training models at cost.
Facilitating collaboration among partners, the GDA achieved prog-
ress to scale more rapidly than any partner alone because each partner
could take on speciﬁc roles. For example, AAP developed the technical
evidence base, Laerdal provided initial training materials for national
Fig. 2. Phases of the scale-up process. Adapted with permission from PATH [11].
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some countries, and policy changes in others. A large trial in Tanzania,
led by AAP, demonstrated the mortality impact of HBB [16]. In parallel,
MCHIP used implementation science approaches in Malawi and
Bangladesh to document processes for scale-up at the country level,
evidence that was used to support training, mentorship, and quality
assurance in other countries, including Kenya, Mozambique, and
Zambia.
At the country level, a key scale-up principle for MCHIP was to sup-
port governments and their in-country partners to build on existing
platforms to introduce or expand HBB. In line with this principle,
consultative advocacy and planning meetings were held with relevant
divisional heads within ministries of health regarding the potential
role that HBB could play in reducing newborn deaths due to birth
asphyxia, focusing on the ministries’ decisions to endorse the introduc-
tion/expansion of HBB. This initial planning served to ensure country
ownership, coordinate approaches, and mobilize multiple resource
channels. During the planning process, decisions were made about:
(1) the level of the healthcare system at which the intervention would
be delivered; (2) the cadre of healthcareworker to train, especiallymid-
wives, and the selection ofmaster trainers, particularly thoseworking in
the maternity or neonatal unit; (3) service delivery strategies to meet
each country’s needs, be it vertical (as in Bangladesh and Malawi) or
integrated (as in Ethiopia); (4) a resource mobilization strategy for
training, supervision, and service delivery of supplies; (5) a strategy
for wide geographic coverage, phased in based on resource availability;
and (6) an ongoing monitoring and evaluation component, using
selected indicators. Most countries mobilized adequate resources
to initiate HBB-related activities in selected regions, provinces, or
districts while advocating for additional resources to scale nation-
wide. A few countries—for example, Bangladesh—were able to
mobilize the needed resources for a nationwide scale-up at the start.
Bangladesh is an example of a country in which the decision to
pursue national scale-up was reached because of use of local evidenceTable 1
Illustrative case examples.
Intervention Health problem Lo
Helping Babies Breathe (targeted
newborn resuscitation package)
Birth asphyxia M
Training and deployment of midwives Low rates of skilled attendance at birth
and limited human resources
Af
Advanced distribution of misoprostol for
self-administration at home births
Postpartum hemorrhage Mgenerated through HBB implementation. Annually, approximately 30
000 newborn deaths in Bangladesh are due to birth asphyxia. To reduce
this burden, MCHIP, in partnership with AAP, committed modest
funding to study the feasibility and impact of introducing HBB in
Bangladesh. In collaboration with the Ministry of Health and Family
Welfare (MOHFW), Bangabandhu Sheikh Mujib Medical University
(BSMMU), the International Centre for Diarrheal Disease Research,
Bangladesh, and Save the Children’s Saving Newborn Lives project,
MCHIP supported the introduction of HBB in selected public sector
hospitals and clinics. An HBB champion emerged at BSMMU to lead
the study, which showed that HBB, within the context of ENC, was
feasible for all skilled birth attendants (SBAs) at both the facility and
community levels. The study data and demonstration of learning
materials allowed the HBB champion to foster local ownership of the
intervention by engaging other stakeholders to discuss national scale-
up. At a national conference in September 2010, the Minister for Health
instructed his directorate heads to scale-upHBB across the country. This
leadership and commitment, in the presence of stakeholders and
donors, became a pivotal point for mobilization of resources for a
nationwide HBB scale-up. The scale-up process is ongoing, led by the
MOHFW, with BSMMU as the technical implementation leader.
Through this coordinated and locally championed effort, HBB services
have been rolled out to 55 districts in Bangladesh, involving over 21
000 health workers, since 2013 [17].
3. Addressingmaternalmortality in Afghanistan: Rapidly expanding
midwifery education to overcome human resource shortages
The expansion of midwifery education in Afghanistan exempliﬁes
application of the principles of scale-up to a larger health system
component—human resource development—at a national level.
Among the biggest challenges facing the Ministry of Public Health
(MoPH) in Afghanistan in 2002, after 23 years of conﬂict and isola-
tion, was the alarmingly high maternal mortality ratio, estimated atcation Phase of scale-up Lead technical
organization
ultiple countries Early to mature expansion, in
various countries
Save the Children
ghanistan Mature expansion Jhpiego





Helping Babies Breathe (HBB) is an evidence-based educational
program, based on the International Liaison Committee on Resus-
citation’s (ILCOR) consensus on scientific conclusions that have
undergone aWHO scientific technical review. HBB has the follow-
ing elements:
• Culturally sensitive, pictorial-based learning materials,
including a learner workbook, action plan wall poster, and
facilitator flip chart.
• Realistic newborn simulator (NeoNatalie, developed by
Laerdal Medical) with the ability to imitate an umbilical
pulse, bag-mask ventilators, and penguin suction bulb that
can be disinfected. All equipment has been tested for durabil-
ity in a variety of climates and teaching conditions and is
made available at cost to the Millennium Development Goal
countries.
• An ongoing mentorship program to provide expert assistance,
implementation guidance, knowledge exchange, integration
and evaluation support, and continuous quality improvement
for sustained practice outcomes and decreased infant
mortality.
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tal care and SBA rates were 16% and 14%, respectively, and in rural
areas the rates were even lower, at 8% and 7% [19]. The Afghan
MoPH recognized the urgent need to comprehensively revitalize
the health system for the provision of maternal health services
but also recognized the limitations inherent in a postconﬂict envi-
ronment; therefore, it focused early and intensively on building
human resource capacity.
According to theMoPH, in 2002 only 467midwiveswere available in
the country to serve an estimated population of 24.5million people [20].
Midwifery education in the country’s ﬁve schools had been suspended
by the Taliban, and no new graduates had emerged in more than
seven years. Nevertheless, midwives were acknowledged as the pre-
ferred providers of maternity services, given cultural preferences for
female providers [21,22].
The MoPH and its international development partners quickly
identiﬁed the education of newmidwives, whowould be preferentially
recruited from and immediately deployed back to the refurbished
health centers in their home communities in rural areas, as a logical
response to the need to sustainably increase access to maternal health
services, especially among the rural poor [23]. Global evidence [24,25]
guided decision makers away from training traditional birth attendants
and toward the competency-based education of women as health
workers who would fulﬁll the criteria of SBAs [26]. This created a clear
and compelling narrative for building partnerships and securing
donor support. The clarity of this vision united groups in the devel-
opment of an integrated and harmonized strategy in line with
other components of the health system, and across all areas of the
country. Initially, in 2002, funding for midwifery education was
provided by USAID and UNICEF; by 2012, funding came from at
least 12 different sources, including the embassies of Denmark,
the Netherlands, Norway, Sweden, and Turkey; the European Com-
mission; the World Bank; USAID; WHO; UNFPA; UNICEF; and the
Government of Afghanistan.
Drawing on lessons learned in other Asian countries (speciﬁcally,
Indonesia and Nepal), where Jhpiego supported the retraining of large
numbers of midwives who had a limited skill set, an effort was made
early on to develop a structured educational process that would
ensure student skill progression was central and that they hadattained certain competencies prior to graduation. The process of
developing educational standards that are now in alignment with
current international guidelines [27], as well as a standards-based
management and accreditation methodology, allowed common and
transparent conversation among all implementing partners and clear
leadership by the government [28,29]. Two educational pathways
were identiﬁed, one through the existing Institutes of Health Sciences
for students with secondary school credentials, and the other through
newly established provincial-level community midwifery schools,
which initially admitted students with a minimum ninth class educa-
tional achievement until 2009 when the curriculum was updated and
the admission requirement was advanced to a tenth class education
minimum [30].
Despite the two pathways, educators and MoPH human resource
managers agreed on a common core educational curriculum and similar
expected outcomes of learning (e.g. core competencies demonstrated
prior to entry into the workforce). Standardization and systematization
made the approach conceptually simple and programmatically achiev-
able. Initially, for example, quarterly meetings called by the MoPH
were held in Kabul for all organizations implementing a midwifery
education program in order to benchmark progress and collectively
address challenges.
The formal cultivation of champions of midwifery was a critical part
of the process that ultimately scaled up the intervention to 33 out of 34
provinces in the country. In 2005, the Afghan Midwifery Association
(AMA)was formed not only for continuing professional support tomid-
wives in the country, but also to promote the professionalization of the
concept of midwifery [21]. Success of the revived concept of midwifery
in Afghanistan, and indeed the system of service delivery of maternal
health services, was known to be intricately linked to the demand for
services. Increasing demand was necessary to help new, relatively
young graduates gain experience and demonstrate to their communi-
ties that their skill-focused, professional education made them more
valuable than traditional providers. Formation of the AMA, with
branches in almost every province of the country, promoted respect
for the profession and an understanding of the responsibilities that
come from being a member of a profession. New graduates were
asked to recite the midwifery oath upon graduation, which formally
conferred on them a mantel of responsibility. For many young women
in Afghanistan, membership in the AMA was the ﬁrst time that they
had been members of any group outside their own family networks.
All of these components created numerous champions not only at a na-
tional level, but also at the community level, which promoted respect
for the educational programs and the graduates, fostered demand for
admission, and, theoretically, promoted sustainability.
The results of adherence to these scale-up principles were re-
markable. Between 2002 and 2004, the ﬁve government midwifery
schools reopened, and 17 new community midwifery schools were
established at the provincial level. By 2012 the country’s accredited
midwifery education programs had graduated 3827 new midwives.
More recently, in response to the results of targeted evaluation
studies and government strategic planning for the midwifery pro-
fession, the nationally approved curriculum has been revised and
program length expanded [30–33]. Some schools have also ceased
operation in response to changing community characteristics and
needs. In 2013, there were 970 students enrolled in midwifery edu-
cation in the remaining 24 schools in the country [33]. A number of
private midwifery schools have also opened, although their adher-
ence to the guiding principles is less clear. Graduates have entered
both the public and private sectors, and while there are several
constraining factors [34], retention of graduates in the workforce
remains high [35]. Recent data indicate that 96% of women educat-
ed through the community midwifery program remained in their
home communities, and 74% of women educated through the
government midwifery programs in the larger cities continued in
their urban workplace [36].
S8 J.M. Smith et al. / International Journal of Gynecology and Obstetrics 130 (2015) S4–S104. Preventing postpartum hemorrhagewithmisoprostol: Three pills
that can save a life
Postpartum hemorrhage (PPH) remains the leading cause of mater-
nal mortality globally [37]. It is a major public health problem, and
prevention has emerged as a priority under MDG 5 [38]. Misoprostol
was ﬁrst studied by El-Refaey in 1997 for its clinical ability to prevent
PPH [39]; its clinical efﬁcacy has been further reﬁned in subsequent
trials [40–45].
Advance distribution of misoprostol for self-administration
(ADMSA) has the appeal of a classic public health intervention: it
can be implemented at the moment of need, regardless of whether
the practitioner is present; and it has the potential to reach a large
segment of the vulnerable population. Misoprostol for PPH preven-
tion is empowering, effective, and pro-poor, preferentially impacting
those with limited resources [45]. The attractiveness of a simple
message that a pill could prevent a woman from dying in childbirth
at home helped to attract the attention and interest of the global
community as a potentially scalable intervention. In addition, the
intervention addresses a classic public health reality: the clinical
practitioner cares for the patient who reaches the facility, while the
public health practitioner must care for the client who does not.
The ﬁrst programmatic effort to use misoprostol for the prevention
of PPH at home birth was made by Jhpiego in 1999 in Indonesia [46].
This experience was notable because it focused on a comprehensive
approach to PPH reduction by addressing births in a facility as well as
births at home.
Only a single program, in the Gambia, had adopted this approach
[47] until a randomized controlled trial in India demonstrated that the
administration of misoprostol reduced the rate of acute PPH at home
birth from12.0% to 6.4% comparedwith the placebo [48]. This additionalFig. 3. Global regulatory approvals for misoprostol as of May 2013. Repevidence fostered greater global enthusiasm and accelerated program-
matic activity.
Even more evidence was needed; however, to generate additional
resources and willingness by countries to explore whether prevention
of PPH at home birth using misoprostol was applicable to their context.
Jhpiego and partners therefore adapted the program from Indonesia for
two operations research studies—one in Afghanistan [49] and the other
in Nepal [45]—to reﬁne the model and focus on ADMSA immediately
after birth. With the support of multiple funders, numerous research
and programmatic organizations took up the issue of implementation
to expand the use of misoprostol for PPH prevention. Between 2006
and 2012, an additional 15 programs were started in 11 countries
[50]. The sheer level of activity in the area may have inﬂuenced other
countries to consider registering misoprostol for the PPH indication in
order to establish similar programs for their own populations (Fig. 3)
[51].
Despite enthusiasm within the global health community, WHO felt
that the evidence for ADMSA remained incomplete [52]. The PPH
prevention guidelines issued in 2007 and 2009 speciﬁcally restricted
use of misoprostol to facility settings [52,53], which tempered progress
at the country level. Nationalministries of health and other donorswere
reserved in their adoption of the approach, awaiting WHO’s ﬁrm
endorsement. In a 2012 survey, although 16 countries had piloted the
ADMSA approach, only ﬁve were scaling it up [54].
In light of this, or perhaps because of this, champions and a global
community of practice have emerged to advocate for the ADMSA
approach and bring supporting evidence within the reach of key
stakeholders. Since 2005, when the Nepal and Afghanistan programs
were initiated, Jhpiego has assisted in the initiation or expansion of
PPH prevention programs using misoprostol in an additional 12 coun-
tries (Bangladesh, Ethiopia, Guinea, Liberia, Madagascar, Malawi,rinted with permission from Venture Strategies Innovations [51].
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[55,56], and other partners have done the same in another eight
countries (Burma, Ghana, Kenya, Senegal, Somaliland, Tanzania,
Uganda, Zambia) [50,57]. Jhpiego has supported widespread dissem-
ination of its ﬁndings from these programs to ensure that discussion
of ADMSA has remained prominent at numerous regional and global
meetings, including the International Federation of Gynecology and
Obstetrics’ (FIGO) conferences in Cape Town and Rome in 2009 and
2012, the Postpartum Hemorrhage Prevention meeting in Bangkok
in 2005, and MCHIP regional conferences in Addis Ababa and
Dhaka in 2011 and 2012. These strategic engagement opportunities
have contributed to calls for providers from Asia and Sub-Saharan
Africa to scale up the intervention [58]. Misoprostol is now recog-
nized by the global health community as an essential commodity,
and its availability is being enhanced through the UN Commission
on Life-Saving Commodities forWomen’s and Children’s Health [59].
5. Discussion
Although the ultimate goal of scale-up (i.e. high, effective coverage)
is similar across all programs, there is no single route to scale-up. Basic
research and practical experimentation with several pathways to scale-
up have, nevertheless, generated a number of lessons learned, particu-
larly in low- and middle-income countries [2,60]. Country ownership,
including the engagement of both program-level champions and the
community, is key [10,61].
The rapid expansion of a technical intervention—be it a clinical or ed-
ucational one—is facilitated by simplicity and standardization, clear ev-
idence of effectiveness, dedicated champions, local capacity, adequate
resources, and national or global ownership. Compelling messages,
whether about simpliﬁed techniques for the resuscitation of newborns
or medications to prevent PPH in home births, make the intervention
understandable. Better comprehension likely encourages partners to ac-
cept and promote the intervention and push it beyond the trial or pilot
stage.
As seen with the use of misoprostol for PPH prevention, clinical and
programmatic evidence is necessary to build technical consensus for an
intervention. Clinicians, professional associations, governments, and
global advocates need data on feasibility and effectiveness to justify
the promotion of one intervention over another or the use of a selected
intervention where previously none was available. There will be coun-
tries who are early adopters, willing to initiate programs based on clin-
ical evidence alone, while other countries need programmatic evidence,
cost-effectiveness data, or population impact data to adopt new and in-
novative approaches. For this reason, new programs must publish their
ﬁndings, and ongoing programsmust continue to monitor and evaluate
and share their lessons learned. Furthermore, new research andmodel-
ing approaches, such as that used to quantify the impact of scaling up
midwifery, can help to develop new interest or to sustain commitment
to scale up strategies [62].
Yet even with data, programs sometimes cannot gain the necessary
foothold without dedicated champions who present the case time and
again to the cautious and the skeptical. The success of the Afghanistan
midwifery experience required champions at all levels: in the MoPH
and its multiple departments; among the development partners, both
as leaders and implementers; within professional associations, such as
the AMA; and among the population of young women being educated
and mothers being served. The same can be said for the HBB resuscita-
tion approach and the use of misoprostol for prevention of PPH. The
role of a champion must not be undervalued, for champions are the
ones who repeat the message, craft the approach, navigate the barriers,
and motivate the masses.
Finally, adequate resources, combined with national ownership and
global technical consensus, have enabled the interventions proﬁled to
be taken further and deeper into health systems, achieving institution-
alization and sustainability. The HBB GDA is a collection of dedicatedand experienced professionals, organizations, donors, and imple-
menters who mobilize and direct resources toward global impact
for newborn resuscitation. It has helped increase and direct donor
funds, ensured resources for evaluation, and untangled the logistics
of commodity security. Donors in Afghanistan generously support-
ed the midwifery education environment, in part due to the MoPH’s
demonstrated commitment to its vision and the structured path-
way pursued by Jhpiego and its partners.
Constraints abound, however [63–65]. Continued expansion re-
quires that all the principles of scale-up are adhered to for a substantial
period of time.Moving frompilots to expansion to scale requires the de-
velopment of systems and the collection of data. Institutionalization of
the intervention requires drafting and adhering to new policies and
human resource procedures, modifying pre-service education curricula,
and updating faculty. Data on the extent of coverage and achievement of
scale can come only after the development of appropriate indicators and
the modiﬁcation of health information systems. Achievement of scale
requires the development of systems, often in placeswhere the systems
themselves are barriers to scale. Sustaining scale-up and maximizing
equity at scale are critical challenges going forward.
6. Conclusion
Achievement of coverage at scale of certain fundamental interven-
tions is both necessary and achievable. By identifying and adhering to
principles and processes, Jhpiego, over its 40-year history and with its
numerous partners, has laid a path for moving from innovation to
scale. As demonstrated by the three case examples, programs are ad-
vised to focus on the essence of the intervention to be scaled; to plot a
willful strategy built on evidence and informed through local owner-
ship; and to engage and mobilize both implementers and beneﬁciaries
in the capacity-building and institutionalization processes necessary to
achieve national coverage.
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